The changes wrought on the pelvis by kyphosis and scoliosis have been treated in a masterly way, and our knowledge of the subject has been greatly advanced by one 43 \ inches from the ground, the right 42 inches. In the erect position, the tips of the fingers of the right hand reach the middle of the knee, while the left reach a point about 2 inches above the knee. The spinal deformity exists in the dorso-lumbar region, and involves the vertebrae between the fourth dorsal and second lumbar.
The patient was a primipara, and when I first saw her was about eight months pregnant. She is affected with well-marked kyphoscoliosis of the dorso-lumbar region, which patient says originated from a fall which she had when nine years of age. She was well nourished and in the enjoyment of good health, and had ex- Owing to the lateral bend of the vertebral column, the right anterior superior iliac spine measures from the ground a distance of 33 inches, while the left measures 34 inches. A similar difference exists in the height of the shoulders, the left measuring 43 \ inches from the ground, the right 42 inches. In the erect position, the tips of the fingers of the right hand reach the middle of the knee, while the left reach a point about 2 inches above the knee. The spinal deformity exists in the dorso-lumbar region, and involves the vertebrae between the fourth dorsal and second lumbar.
The upper limb of the bend measures, along the spinous processes, 5| inches, and is directed backwards and towards the left. The apex of the curvature is formed by the ninth dorsal vertebra. The distance from the base to the projection of the body forming the apex is 5f inches. The length of the lower limb of the projection is 5 inches. The direction of the whole projection is first directly backwards, then backwards and outwards towards the left, the most outward and projecting point being the left edge of the body of the ninth dorsal vertebra. The lower limb passes at first downwards and inwards for a distance of 2 inches, then sharply forwards and to the right for a distance of 3 inches, till it joins the middle line in the region of the second lumbar vertebra.
On the right side the crest of the pelvis overlaps part of the chest from the seventh rib downwards.
On the left side there is no overlapping. Chantreuil's method, which method is described in Dr Barbour's work.) The pubic bones are approximated towards each other, the pubic arch is narrowed, and the descending rami run backwards, nearly parallel to each other, to the ischial tuberosities. The sacrum at its lower part is bent forwards; its upper bones cannot be felt.
The coccyx is very movable. The distance between the sacrococcygeal joint and the lower edge of the symphysis pubis is 3?
inches. From the apex of the sacrum to the ischial tuberosities is 2| inches.
The pubic articulation is widened anteriorly, the outer edges of the extremities of the bones being felt to be sharp and separated from the cartilage of the joint.
There is very marked pelvic floor projection. Labour began about 4 o'clock in the afternoon of July the 25th. I saw her at ten in the evening, and on making an examination found the cervix undone, the external os dilated to the size of a shilling, the membranes unruptured, the head presenting, lying loosely with its long axis in the conjugate diameter of the brim, the occiput to the front; both fontanelles could be felt. The shoulders are lying immediately over the symphysis pubis; the back of the child can be felt through the anterior surface of the pendulous abdomen. The head, therefore, in the first stage, is extended with its sagittal suture in the conjugate of the brim.
I saw her again at four o'clock in the morning ; the cervix then was fully dilated, and retracted over the head, which had reached the level of the ischial spines ; the membranes were still intact and bulging down before the head, occupying the whole of the pelvic outlet, and reaching to the vulva. The patient was at once anaesthetized and placed in the lithotomy position. I then burst the membranes and made a careful examination of the head, the long axis of which was now lying in the right oblique diameter of the pelvis, the occiput to the front and pressed against the pubic bone ; the anterior fontanelle was very easily felt, the sinciput being on a lower level than the occiput. So that at the lower part of the pelvis the head was lying extended, its sagittal suture in the right oblique diameter, with the occiput to the front.
I at once applied axis-traction forceps, fixing the blades well forward on the hinder part of the head, and by very strong traction brought it down and fixed it in the outlet. This manoeuvre changed the obliquity of the head from that of extension to flexion, and at the same time brought it from the right oblique diameter of the pelvis to the conjugate. Having now got the head well flexed and grasped by the outlet in its smallest diameter, the sub-occipito-bregmatic, I took off the forceps and reapplied them, the grip in this instance being a good lateral one. Knowing that there was more room in the posterior part of the outlet, behind the tuber ischii, traction was made downwards and backwards, and after two or three powerful pulls the occiput was first brought through, and then by altering the line of traction to upwards and forwards the face was born over, or, more correctly speaking, through the perineum ; the shoulders and body quickly followed.
There was now a very free escape of blood from the vagina, so the placenta was quickly expelled by the Crede method, and 3 grains of ergotin injected into each hip. when the kypho-scoliotic bend is in the dorsal region of the spine, the scoliosis does not to any extent affect the shape of the pelvis ; the kyphosis is the active factor and the pelvis is essentially kyphotic.
With regard to the position of the head at the brim, it is interesting to note that it was found lying with its long axis in the conjugate diameter. This coincides with the experience of a number of observers, but is contrary to that of Champneys, who found in a series of cases investigated by him that the head at the brim lay always more or less transverse.
The extension of the head at the brim probably resulted from the extreme anterior obliquity of the uterus. The uterus by contracting and attempting to straighten itself may have caused the occiput to be caught and detained at the edge of the pelvic brim, and at the same time caused descent of the forehead.
At the level of the ischial spines the head was found with its sagittal suture in the right oblique, so that rotation backwards from the conjugate to the oblique had taken place. Rotation backwards is mentioned by Barbour to be favoured by the shape of the pelvis, and Champneys says that the head usually emerges through the outlet in the transverse or oblique, so that at the lower part of the pelvis an oblique or transverse position seems to be most com-F monly met with. The low position of the anterior fontanelle is of interest as showing that no flexion had taken place in the passage of the head through the pelvic cavity.
The impediment to labour in the kyphotic pelvis is at the outlet, and in considering the question of operative interference the bony boundaries of the outlet have to be kept in view. In our case the head emerged entirely behind the ischial tuberosities, through the space bounded by the ischial tuberosities in front, the apex of the sacrum behind, and the ischial spines at the sides. The distance between the ischial tuberosities was 2\ inches, between each ischial tuberosity and the apex of the sacrum 2| inches, and between the ischial spines, which distance was not measured, but may be called 3^ inches. When the head is passing through the outlet its passage is favoured by important conditions of the pelvis, viz., nutation of the sacrum, and a yielding outwards of the ischial tuberosities. In the kyphotic pelvis a rotation takes place, round the second sacral vertebra, of the base of the sacrum backwards, and the apex of the bone forwards; at the same time the sacro-sciatic ligaments are slackened. The sacro-iliac joint admits of considerable movement, especially when the weight of the trunk is taken off the sacro-iliac ligaments, as is the case when the patient is lying down; consequently, force applied to the apex of the sacrum will cause the lower end of the bone to yield backwards, and thereby increase the conjugate of the outlet. 
